Coronary heart disease excited little interest among cardiologists in the 1950s. In 1959 only six out of 65 articles in the British Heart Journal were on coronary disease and in 1964 seven of 89 articles were on ischaemic heart disease and 28 on congenital heart disease. There were, however, those who were concemed about how little we then knew about myocardial infarction, among them Professor (now Sir John) McMichael, who initiated research in this field at Hammersmith Hospital, and Gunnar Biorck of Stockholm who wrote: "There are few diseases in the sphere of internal medicine where the average mortality during four to six weeks hospitalization is over 30%, and if the patients with shock are particularly considered, the figure is more than twice as large. It is obvious that the task of treatment and prevention is tremendous and it appears necessary that more energy be directed to a considerable reduction in these figures. The mere quantity of the problem may have prevented us from calling all forces to arms in the 'infarct battle'. However, our surgical colleagues would never accept a mortality of this magnitude and would certainly mobilize personnel and technique to bring such figures down." ' In fact, important advances had been taking place, although their relevance to patients with acute coronary heart attacks were not initially appreciated. Beck The history of coronary care units duction disorders and it had soon become apparent that arrhythmias were much more common than had previously been suspected."' Particular attention was paid to ventricular extrasystoles because they were found to be almost universal. This interest culminated in the classic paper by Lown's group which reported that not one of 300 patients with myocardial infarction developed ventricular fibrillation. 13 They attributed this remarkable result to the detection of "warning" arrhythmias and their treatment with lignocaine.
After this report there was a tremendous enthusiasm for the detection of arrhythmias and in many units nurses were instructed to intervene at the first sign of "ectopy". Increasingly they were expected to identify even the most rare arrhythmias and to become experts in fascicular blocks. Coronary care remains an expensive form of management that can only be justified if it is restricted to those patients likely to benefit from it. The most urgent need is to accelerate the initiation of coronary care, including the administration of thrombolytic treatment, outside and inside hospital. Cardiologists throughout the United Kingdom should attempt to ensure that prehospital coronary care is improved, and that the physicians in the 25% of hospitals that do not have cardiologists are made aware of the importance of implementing appropriate acute coronary management.
Simpler and cheaper methods need to be devised to monitor patients whose only major risk is ventricular fibrillation, and the effectiveness of expensive invasive monitoring and the newer forms of treatment of shock and cardiac failure needs to be evaluated in controlled trials.
